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ABSTRACT
Self-treatments have previously shown some efficacy in treating
premature ejaculation (PE). It has been hypothesized that adding
professional support to cognitive-behaviour bibliotherapy could
improve self-treatment outcomes. Therefore, the aim of this study
was to compare treatment outcomes for participants with PE who
used bibliotherapy alone (pure self-treatment) versus those who
used the bibliotherapy with brief support from a health professional
(guided self-treatment). Health professionals were not experienced
sex therapists, but had attended a short training session in order to
equip them to support the self-help process. In total, 135 men
reporting difficulties with PE were recruited between February and
June 2013. Seventy-one (52.59%) completed the protocol: 37 in the
pure self-treatment condition, 34 in the guided self-treatment
condition. Thirty-five participants (50%) met criteria for ISSM
definition of lifelong PE, 14 (20%) for acquired PE, and 22 (30%)
presented other forms of PE complaints. At 4–8 months post-
treatment, improvements were found in both groups and in each
subtype of PE on self-reported measures of sexual functioning and
sexual cognitions. Univariate analyses indicated slightly greater
treatment effects in the guided self-treatment group, but
multivariate tests failed to identify a significant effect of therapist
support. These mixed findings raise questions regarding the
amount and quality of therapist input used in this study, and also








A number of studies have found cognitive-behavioural therapy (CBT) to be a promising
treatment for premature ejaculation (PE) (Cormio et al., 2015; De Carufel & Trudel, 2006;
Jern, 2013; Masters & Johnson, 1970; Trudel & Proulx, 1987), and a range of self-help
materials have been developed in order to provide affordable CBT for PE (Carr & Sutter,
2001; Kaplan, 1989; Kempeneers, Bauwens, & Andrianne, 2015; Metz & McCarthy, 2003;
Zeiss & Zeiss, 1978). Some of these have been evaluated: men with PE who used biblio-
therapy manuals (those of Zeiss and Zeiss (1978), Carr and Sutter (2001), and
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Kempeneers et al. (2015), respectively) showed greater improvements in their symptoms
compared to waiting-list controls (Trudel & Proulx, 1987; De Sutter, Reynaert, Van
Broeck, & De Carufel, 2002; Kempeneers et al., 2012)
Their relative efficacy, low cost and accessibility suggest that bibliotherapies could be
valuable first-line treatments for PE. On the other hand, not all participants report opti-
mal improvements. Both Zeiss (1978) and Trudel and Proulx (1987) have suggested that
additional support from a therapist, even minimal, could improve the effectiveness of a
self-help intervention: the former showed that a bibliotherapy manual developed by Zeiss
and Zeiss (1978) was effective only if accompanied by professional guidance, and the latter
found lower satisfaction and higher drop-out (45.4%) rates in men using the same biblio-
therapy in a pure self-help condition compared to those who engaged in self-help with
telephone support (14.2% drop-out). Therefore, we hypothesised that support from a pro-
fessional could improve the effectiveness of a more recent bibliotherapy material (Kempe-
neers et al., 2015). This could be useful in facilitating the self-treatment process by
providing further information, and helping participants to adapt the material to their own
situation.
This hypothesis is also supported by psychotherapy process literature, which suggests,
that regardless of the modality of therapy, the therapeutic relationship is a significant pre-
dictor of treatment outcome (Hill & Knox, 2009; Martin, Garske, & Davis, 2000; Smith &
Glass, 1977; Wampold, 2001). More specifically, the therapeutic alliance appears to medi-
ate outcome via two mechanisms: (1) an “alliance” effect, which involves the perception
of the therapist as committed, empathic, and collaborative; and (2) an “allegiance” effect,
which involves the perception of the therapist as believing in the intervention he/she is
delivering (Wampold, 2001). These effects have been identified in psychotherapy for
mood and anxiety disorders, and may also be relevant in sex therapy (Blanken et al.,
2014). Obviously, a pure self-treatment intervention cannot benefit from alliance or alle-
giance effects, as no therapist is involved.
Aims and hypotheses
The main aim of this study was to evaluate the possible benefit of offering therapist sup-
port for the bibliotherapy developed by Kempeneers et al. (2012, 2015). This was done by
comparing outcomes after pure self-treatment with those of self-treatment with brief
guidance (2 £ 45 minutes maximum) from a therapist. We hypothesised that the guided
self-treatment condition would lead to significantly greater improvements in sexual func-
tioning than pure self-treatment.
Materials and methods
The self-help book
The bibliotherapy used in this study was the self-help booklet described in Kempeneers
et al. (2012) and now published under the title Fighting against Premature Ejaculation: A
Practical Guide (in French) (Kempeneers et al., 2015).
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Study therapists
Fourteen students undertaking a course in clinical sexology at the Universities of Brussels
and Leuven attended a 5-hour workshop to train them to support the bibliotherapy inter-
vention. Their average age was 32 (§ 9) years (range 23–47 years). There were 10 females
and 4 males. Seven therapists had Masters level qualifications in psychology or social
work, 5 had Bachelors level qualifications in social work, nursing, or education, one was a
gynaecologist and one had a PhD in sociology. Notice that about 90% of the appointments
were carried out by female therapists, and more than 75% were carried out by therapists of
less than 30 years old. Globally, therapists were thus mainly females and had little profes-
sional experience.
The training covered several areas: (1) overview of PE: physiology, definitions, preva-
lence, and possible causes; (2) interventions for PE, including CBT, drug therapy, and
overview of the “Practical Guide to PE”; (3) the bibliotherapy approach and guidelines
about the “coach” role; and (4) overview of the randomized controlled trial.
Trial design and study population
Participants 1were recruited between February and June 2013 through advertisements in
Belgian French-speaking media. Men affected by PE were invited to contact the study
team by telephone. During the phone call, diagnosis of PE was either confirmed (N = 150)
or disconfirmed (N = 9) on the basis of DSM-IV-TR criteria (APA, 2000). Specifically, the
inclusion criteria were (1) persistent or recurrent ejaculation with minimal sexual stimula-
tion before, on, or shortly after penetration and before the person wishes it, and (2)
marked distress or interpersonal difficulty as a result of this disturbance. Exclusion criteria
were (1) PE clearly attributable to substance use such as opioid, antidepressant or antipsy-
chotic withdrawal, (2) PE of organic aetiology (e.g. urinary tract infection or pelvic or
medullar trauma), (3) PE secondary to erectile dysfunction. Additional exclusion criterion
was being under 18 years of age. Maximum penetration of duration was not used to
exclude participants, but self-reported intravaginal ejaculatory latency times (IELT) was
assessed through an online baseline questionnaire, which allowed subtypes of PEs to be
identified. The screening interviews were conducted by a psychology student who had
been trained for this purpose, under the supervision of an experienced sex therapist.
Participants who were eligible for the study received a password, and after giving
informed consent they were prompted to complete an online assessment questionnaire.
Upon completion of this questionnaire (N = 135), participants were randomized either to
guided self-treatment (bibliotherapy with therapist support, N = 67) or to pure self-treat-
ment (bibliotherapy alone condition, N = 68). This was done by alternately allocating par-
ticipants to guided and pure self-help groups following their order of enrolment in the
study.
Participants randomized to the pure self-treatment condition received the bibliother-
apy manual in pdf format. Those randomized to guided self-treatment were allocated to a
therapist on the basis of their home address, and they were invited to an initial appoint-
ment. The bibliotherapy manual was given to participants at this appointment, again in
pdf format, and they were offered the opportunity to schedule a second meeting in order
to monitor their progress and obtain further guidance. The main functions of the
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appointments were: (1) to foster therapy alliance and allegiance effects; (2) to help partici-
pants to develop a better understanding of the intervention and its correct application; (3)
to adapt the model to specific situations; and (4) to problem-solve reported difficulties.
Four months after receiving the self-help manual, all participants were invited to com-
plete a post-treatment questionnaire. Non-responders were prompted to complete the
questionnaire every 2 months up to 8 month post-treatment. The median number of days
from pre-treatment assessment to post-treatment questionnaire completion was 132. The
values ranged from 126 to 420 days, with two exceptions (48 and 72 days) due to manage-
ment problems. From the 135 participants included, 71 (52.59%) completed the post-
treatment assessment – 37 (52.11%) in the pure self-help group and 34 (47.89%) in the
guided self-help group.
Outcome measures
Socio-demographic and relationship information
Data on participants’ age and relationship status (one, several or no steady partner) were
collected during the screening call. Educational level was assessed in the online
questionnaire.
Sexual functioning
Diagnosis of PE was established during the phone call according to DSM-IV-TR (APA,
2000) criteria. Information collected about PE characteristics (lifelong/acquired; general-
ized/situational) and self-reported ejaculatory latency time pre-treatment enabled classifi-
cation of participants’ difficulties according to two different syndromes defined by expert
committees of the International Society for Sexual Medicine (ISSM): ISSM Lifelong PE,
defined as a lifelong and generalized PE with latency times of 1 minute (McMahon
et al., 2008; APA, 2013); and ISSM acquired PE, an acquired form of PE, either general-
ized or situation specific, with latency times of 3 minutes (Serefoglu et al., 2014).
Sexual functioning was assessed through self-report scales. Variables measured were: 1)
perceived intravaginal latency time, ranging from 1 (ejaculation before intromission) to 8
(ejaculation after 10 minutes penetration), 2) feeling of control upon ejaculation, ranging
from 1 (no control) to 7 (total control), 3) level of PE-related distress (assessed through
the question “To what extent is your PE a problem for you now?”), ranging from 1 (not a
problem at all) to 7 (a very severe problem), and 4) general sexual satisfaction, ranging
from 1 (very dissatisfied) to 7 (completely satisfied).
PE severity was also assessed using the premature ejaculation profile (PEP) developed
by Patrick et al. (2008). It is a validated instrument consisting of four items rated on a 0–4
scale, which asks about respondents’ perceived control over ejaculation (PEP control), sat-
isfaction with sexual intercourse (PEP satisfaction), personal distress related to how soon
ejaculation occurs (PEP distress), and interpersonal distress related to this condition (PEP
int distress). Lower scores indicate more severe difficulties. An overall score (PEP index)
indicates the global severity of PE.
Sexual cognitions
Sexual cognitions were measured at baseline and post-treatment using the French version
of McCormick & Jordan's sexual irrationality questionnaire (SIQ) (Kempeneers,
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Louwette, Mormont, & Doudali, 2000; McCormick & Jordan, 1986). The SIQ yields an
overall summary score (SIQ) and four subscale scores. The first subscale, Control (SIQ-
F1), evaluates the individual's need to keep sexuality, sexual reactions and desires under
control; the Communication subscale (SIQ-F2), assesses communication around adapting
sexual activities to partners’ differences in erotic sensibility; the Fantasies subscale (SIQ-
F3), evaluates the tendency to regard certain fantasies as unbecoming; and the fourth sub-
scale, Frustration (SIQ-F4), assesses tolerance for sexual frustration. Higher scores indi-
cate more dysfunctional or “irrational” beliefs about sexuality.
Self-reported improvements post-treatment
Changes in sexual functioning post-treatment were assessed using two self-report meas-
ures: (1) a self-report scale that asks respondents to rate their improvement in sexual func-
tioning on a scale from 1 (no improvement) to 7 (very much improved), and (2) the
Clinical Global Impression of Change (CGIC) developed by Guy (1976), a measure com-
monly used in clinical trials, which ranges from 1 (very much worse) to 7 (very much
improved), with a score of 4 indicating no change.
Participants’ perception of the treatment
At post-treatment, participants were asked to rate the usefulness of the intervention they
had completed on a 7-point scale ranging from 1 (not useful at all) to 7 (extremely useful).
Participants in the guided self-treatment group were also asked for feedback on the meet-
ing with their therapist, by rating statements such as “It allowed to understand some
topics I couldn't understand with the manual alone”, “It was useful”, “It allowed to adapt
the treatment to my personal situation”, and “It was an important motivational support”,
on a scale from 1 (strongly false) to 7 (strongly true).
Therapeutic alliance
The therapeutic alliance was assessed using a French adaptation of the working alliance
inventory (WAI) (Corbiere, Bisson, Lauzon, & Ricard, 2006). This inventory comprises
three subscales: (1) the bond subscale (WAI-bond), which measures the positive relational
bond between the therapist and the client; (2) the task subscale (WAI-task), which assesses
the level of agreement between the therapist and client concerning the tasks to be accom-
plished in therapy; and (3) the goal subscale (WAI-goal), which evaluates the degree of col-
laboration between therapist and client regarding the goals of therapy. A fourth score,
WAI-total, reflects the global scale and simply represents the sum of all items.
Statistical analysis
Data were analysed using Statistica© software, version 10 (StatSoft Inc).
T tests were used to assess possible differences at baseline between treatment com-
pleters and non-completers, between treatment completers and normative data, between
the two treatment groups and between subtypes of PE. They were also used to explore dif-
ferences between baseline and post-treatment data. The statistical significance threshold
was established at .05, and was reduced to .004 when Bonferroni corrections were applied.
Effect sizes concerning changes from baseline to post-treatment were calculated using
Cohen's d.
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Changes from baseline to post-treatment as a function of treatment group (pure vs.
guided self-treatment) were assessed using repeated measures multivariate analyses of var-
iances. Analyses were performed on three sets of dependent variables: (1) standard PE
diagnostic criteria (self-reported IELT, feeling of control upon ejaculation, distress related
to PE and sexual satisfaction), (2) the PEP indices, and (3) the sexual cognitions (SIQ)
scales. Additional similar analyses were performed to assess treatment outcome as a func-
tion of PE subtype (lifelong PE, acquired PE and other PE complaints).
Finally, further mediators of treatment outcome were explored using stepwise linear
regression. Global impression of change (CGIC) and subjective improvement scores were
taken as dependent variables. Each of them was first cross-referenced (Pearson's correla-
tion) with the interval of time between baseline and post-treatment assessments, socio-
demographic information (age and education level), baseline measures of sexual function-
ing and cognitions. In the guided self-treatment group, they were also cross-referenced
with therapist factors (age and gender) and therapeutic relationship data (WAI). Variables
presenting significant correlation (p < .05) with the indices of change were thus put into
linear regression models, following a forward selection. Analyses were performed sepa-
rately for pure and guided self-treatment groups.
Results
Baseline sample characteristics
Socio-demographic and relationship data
The average age of participants was 37.40 (§10.24) years (range 19–75 years). Forty-eight
participants (67.61%) had a higher educational qualification, and only one (1.41%) had
completed primary school or less. The majority (87.32%, n = 62) of respondents had a sin-
gle partner, 1.41% (n = 1) had several, and 9.86% (n = 7) reported no steady partner.
Sexual functioning
Mean baseline scores on self-report measures of sexual functioning are presented in the
first column of the Table 1. With regard to latency times, 2.82% subjects (n = 2) reported
ejaculation before penetration (score 1), 21.13% (n = 15) usually ejaculated within 30 sec-
onds (score 2), 28.17% (n = 20) between 30 seconds and one minute (score 3), 25.35% (n
= 18) between one and two minutes (score 4), 16.90% (n = 12) between two and four
minutes (score 5), 2.82% (n = 2) between four and six minutes (score 6), 1.41% (n = 1)
between 6 and 10 minutes (score 7), and 1.41% (n = 1) beyond 10 minutes (score 8). The
median value was 30–60 seconds (score 3).
One third of participants (32.86%, n = 23) met the ISSM criteria for lifelong PE (McMa-
hon et al., 2008) and this proportion increased to half of participants (50%, n = 35) when
the maximum duration of penetration was extended to <2 minutes. In 2013, a second
experts committee convened by the ISSM agreed to use a maximum duration of penetra-
tion of 3 minutes for diagnosing acquired PE (Serefoglu et al., 2014). In this sample, the
proportion of participants meeting these criteria was estimated to be between 12.86% (ejac-
ulation within 2 minutes, n = 9) and 20% (ejaculation within 4 minutes, n = 14).
Mean self-reported IELTs of <2 and <4 minutes were used to categorise PEs as life-
long or acquired, respectively.
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The remaining 22 cases showed a less severe problem in terms of duration of penetra-
tion. There is a lack of consensus in the literature regarding the diagnosis or at least the
subtyping of PE for this group. Nevertheless, the two participants reporting mean latency
times above 6 minutes could certainly be regarded as presenting what Waldinger
described as a “premature-like” (Waldinger, 2007) or a “subjective” (Waldinger, 2013)
form of PE, which is a concern about duration of penetration in the context of ejaculation
latency time falling within the normal range.
Concerning sexual cognitions, participants’ scores on the total scale and the Fantasies
sub-scale of the SIQ were higher than those of the normative sample (t = 2.39, df = 70, p
< .02, and t = 2.54, df = 70, p < .02, respectively). This suggests an increased tendency for
sexual “irrationality”, especially with regard to seeing certain sexual fantasies as
unbecoming.
No differences were found between participants who completed treatment and those
who did not on any of the measures related to demographics, PE severity and sexual
cognitions.
Differences between subtypes of PE
Participants presenting lifelong and acquired forms of PE did not differ (at p < .004) in
their socio-demographic characteristics or sexual functioning. The only difference found
between subtypes of PE concerned mean IELTs, which were of 2.95 (§0.95) and 3.37
(§1.07) for lifelong and acquired PE groups, respectively (median between 30 sec and 1
min), both different, with a t-value of 3.09 (df = 68; p < .003), from the remaining cases
group, for whom the mean IELT was 4.23 (§1.69) (median between 2 and 4 min).
Pure versus guided self-treatment
Participants in the guided self-treatment group scored slightly lower at baseline on the
Control subscale of the SIQ than those in the pure self-treatment group (M = 34.50, sd =
6.11 vs.M = 39.33, sd = 5.52, t = 3.26, df = 69, p < .002). No other differences were found.
Table 1. Sexual functioning, sexual cognitions (SIQ) and self-reported change in all treatment
completers.
Valid n Baseline M (sd) Post-treatment M (sd) d t df p
Perceived latency time 70 3.54 (1.36) 4.61 (1.71) 0.69 5.91 69 <.001
Feeling of control 71 1.70 (0.57) 3.07 (1.38) 1.30 8.50 70 <.001
Distress 71 5.67 (1.01) 4.04 (1.73) 1.15 7.42 70 <.001
Sexual satisfaction 71 2.73 (1.10) 3.42 (1.61) 0.50 3.72 70 <.001
PEP control 70 1.63 (0.52) 2.41 (0.83) 1.13 7.06 69 <.001
PEP satisfaction 70 2.27 (0.76) 2.76 (0.97) 0.56 3.94 69 <.001
PEP distress 70 2.16 (0.67) 2.96 (0.92) 0.99 6.25 69 <.001
PEP Int distress 70 3.11 (1.17) 3.77 (1.13) 0.57 4.72 69 <.001
PEP index 70 2.29 (0.57) 3.00 (0.77) 1.05 7.49 69 <.001
SIQ 69 106.14 (12.54) 99.04 (17.15) 0.47 4.38 68 <.001
SIQ-F1 68 37.06 (6.25) 33.57 (8.12) 0.48 4.69 67 <.001
SIQ-F2 68 17.53 (3.48) 16.35 (4.30) 0.30 2.24 67 ns
SIQ-F3 68 11.31 (3.47) 10.02 (3.05 0.39 3.50 67 <.001
SIQ-F4 68 13.62 (3.11) 13.72 (3.23) 0.03 0.33 67 ns
Feeling of improvement 68 3.75 (1.56)
CGIC 67 4.82 (0.95)
d: Cohen's d; t: Student's t-test; df: degree of freedom; significance threshold: p = .004.
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Post-treatment outcomes
Univariate analyses
At post-treatment follow-up, all participants who completed treatment, with or without
therapist guidance, reported improvements in sexual functioning and cognitions. Table 1
(all completers) and Table 2 (lifelong and acquired PE subgroup) highlight medium (d >
0.5) to large (d > 0.8) effect sizes for measures of sexual functioning, and small (d > 0.2)
to medium (d > 0.5) effect sizes for sexual cognitions. Effect sizes were particularly large
on measures of control and distress, which are, along with duration of penetration, widely
considered as the main indicators of PE. Table 3 indicates that improvements were
reported both in guided and pure self-treatment groups.
Apart from the SIQ-F2, which was higher in the pure self-treatment group both at
baseline and at post-treatment, no significant differences between the two groups were
found at post-treatment (Table 3). However, paired sample t-tests revealed significant
changes from baseline to post-treatment on more measures in the guided self-treatment
group than in the pure self-treatment group.
Mean scores on the Clinical Global Impressions of Change (CGIC) were between 4 (no
change) and 5 (slightly improved). Figure 1 illustrates how scores were distributed: at
post-treatment assessment 55.55% (n = 20) participants in the pure self-treatment group
and 83.88% (n = 26) of those in the guided self-treatment group reported their PE prob-
lem had at least slightly improved. Figure 2 presents the distribution of self-reported
improvement in sexual functioning scores: only 13.89% (n = 5) of pure self-treatment par-
ticipants reported “no improvement” and 33.33% (n = 12) reported “no” or “minimal
improvement”. This proportion was quite similar to the 35% found with the same materi-
als in the study by Kempeneers et al. (2012). In the guided self-treatment group, only
6.25% (n = 2) participants reported “no improvement” and 18.75% (n = 6) reported “no”
or “minimal improvement”.
Table 2. Sexual functioning, sexual cognitions (SIQ) and self-reported change in the sub-sample of sub-
jects meeting the ISSM diagnosis criteria for lifelong or acquired PE.
Valid n Baseline M (sd) Post-treatment M (sd) d t df p
Perceived latency time 48 3.19 (1.07) 4.52 (1.78) 0.91 5.77 47 <.001
Feeling of control 48 1.63 (0.57) 3.13 (1.42) 1.39 7.68 47 <.001
Distress 48 5.65 (1.00) 4.06 (1.79) 1.10 5.84 47 <.001
Sexual satisfaction 48 2.54 (0.92) 3.31 (1.64) 0.58 3.52 47 <.001
PEP control 48 1.60 (0.49) 2.38 (0.89) 1.09 5.62 47 <.001
PEP satisfaction 48 2.15 (0.74) 2.65 (1.00) 0.57 3.02 47 ns
PEP distress 48 2.10 (0.66) 2.98 (0.98) 1.05 5.40 47 <.001
PEP Int distress 48 2.98 (1.19) 3.73 (1.14) 0.64 4.64 47 <.001
PEP index 48 2.21 (0.57) 2.96 (0.84) 1.04 6.38 47 <.001
SIQ 47 107.28 (12.63) 99.51 (17.18) 0.52 3.90 46 <.001
SIQ-F1 46 37.26 (6.35) 33.67 (8.06) 0.49 3.78 45 <.001
SIQ-F2 46 17.76 (3.54) 16.61 (4.50) 0.28 1.88 45 ns
SIQ-F3 46 11.63 (3.36) 10.35 (3.16) 0.39 2.80 45 ns
SIQ-F4 46 13.89 (3.01) 13.74 (3.23) 0.05 0.45 45 ns
Feeling of improvement 3.63 (3.80)
CGIC 4.52 (1.65)
d: Cohen's d; t: Student's t-test; df: degree of freedom; significance threshold: p = .004.
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Table 3. Changes from baseline to post-treatment in guided self-help and pure self-help groups (signif-
icance threshold: p = .004).
Valid n Baseline M (sd) Post-treatment M (sd) d t df p
Guided self-help
Perceived latency time 34 3.24 (1.44) 4.62 (1.65) 0.89 5.38 33 <.001
Feeling of control 34 1.74 (0.62) 3.12 (1.41) 1.27 6.19 33 <.001
Distress 34 5.29 (1.19) 3.47 (1.52) 1.33 6.41 33 <.001
Sexual satisfaction 34 2.76 (1.21) 3.74 (1.66) 0.67 3.17 33 <.004
PEP control 33 1.61 (0.56) 2.55 (0.87) 1.28 5.24 32 <.001
PEP Satisfaction 33 2.27 (0.84) 2.88 (1.08) 0.69 3.20 32 <.004
PEP distress 33 2.24 (0.71) 3.18 (1.01) 1.07 4.41 32 <.001
PEP Int distress 33 3.27 (1.23) 3.97 (1.21) 0.57 3.11 32 <.004
PEP index 33 2.35 (0.62) 3.14 (0.82) 1.09 5.23 32 <.001
SIQ 32 102.13 (12.89) 93.50 (15.74) 0.60 4.26 31 <.001
SIQ-F1 32 34.50 (6.11) 30.44 (8.35) 0.53 3.52 31 <.002
SIQ-F2 32 16.72 (3.52) 15.22 (4.76) 0.36 1.73 31 ns
SIQ-F3 32 10.97 (3.52) 9.22 (3.18) 0.52 3.31 31 <.003
SIQ-F4 32 13.12 (3.20) 13.25 (3.48) 0.04 0.23 31 ns
Feeling of improvement 32 4.16 (1.55)
CGIC 33 5.03 (1.02)
Pure self-help
Perceived latency time 36 3,83 (1.23) 4.61 (1.78) 0.51 3,12 35 <.004
Feeling of control 37 1.68 (0.53) 3.03 (1.36) 1.31 5.80 36 <.001
Distress 37 5.97 (0.83) 4.57 (1.76) 1.02 4.35 36 <.001
Sexual satisfaction 37 2.70 (1.00) 3.14 (1.53) 0.34 2.02 36 ns
PEP control 37 1.65 (0.48) 2.30 (0.78) 1.00 4.79 36 <.001
PEP Satisfaction 37 2.27 (0.69) 2.65 (0.86) 0.48 2.34 36 ns
PEP distress 37 2.08 (0.64) 2.76 (0.80) 0.94 4.49 36 <.001
PEP Int distress 37 2.97 (1.12) 3.54 (1.04) 0.53 3.56 36 <.002
PEP index 37 2.24 (0.53) 2.86 (0.71) 0.99 5.39 36 <.001
SIQ 37 109.62 (11.29) 103.84 (17.08) 0.40 2.34 36 ns
SIQ-F1 36 39.33 (5.52) 36.36 (6.88) 0.48 3.09 35 <.004
SIQ-F2 36 18.25 (3.32) 17.36 (3.63) 0.26 1.41 35 ns
SIQ-F3 36 11.61 (3.43) 10.83 (2.74) 0.25 1.67 35 ns
SIQ-F4 36 14.06 (2.99) 14.14 (2.98) 0.03 0.23 35 ns
Feeling of improvement 36 3.39 (1.50)
CGIC 36 4.64 (0.87)
d: Cohen's d; t: Student's t-test; df: degree of freedom.
Figure 1. Clinical global impression of change scores in pure self-treatment and guided self-treatment
groups.
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A significant difference was found between guided and pure self-treatment groups on
improvement scores (t = 2.08, df = 65, p < .05), but not on the CGIC. Moreover, within
the guided self-treatment group, participants who had two sessions with a study therapist
(n = 14) reported better improvement than those who had only one (n = 13), with a mean
score of 4.92 (§0.86) compared to 3.69 (§1.89) for the latter (t = 2.14, df = 24, p < .05).
Multivariate analyses
As shown in Table 4, MANOVAs revealed no significant effect of treatment-group inter-
action, which suggests that differences identified between pure and guided self-treatment
groups may not be related to the specific effect of therapist support.
Table 5 indicates that treatments seem to have had similar effects for lifelong, acquired,
and other forms of PE.
Figure 2. Self-reported improvement scores in pure self-treatment and guided self-treatment groups.
Table 4. Influence of guidance: repeated measures MANOVAs. Non-significant interaction effects call




Group effect (pure vs. guided
self-treatment) Interaction effect
Self-reported IELT, control, distress
and satisfaction
F (4,65) = 53.79 F (4,65) = 5.40 F (4,65) = 1.64
p < .001 p < .001 ns
PEP indexes F (5,64) = 13.23 F (5,64) = 1.09 F (5,64) = 0.68
p < .001 ns ns
SIQ scales F (5,62) = 9.50 F (5,62) = 5.36 F (5,62) = 0.92
p < .001 p < .001 ns
F: Fisher's test.
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Other possible mediators of treatment outcome
In the pure-self-treatment group, stepwise analyses found only sexual communication
skills (SIQ-F2) to be a predictor of CGIC (F = 14.99, p < .01, adjusted R2 = 0.37).
In the guided self-treatment group, stepwise regressions identified the WAI-bond sub-
scale as the best predictor of CGIC (F = 30.83, p < .01, adjusted R2 = 0.51), and the WAI-
total scale as the best predictor of self-reported improvement (F = 16.35, p < .01, adjusted
R2 = 0.34).
No other independent variables such as time lapse, socio-demographics or other base-
line measures were significant in the regression models.
Perception of the treatment
Participants in the guided self-treatment group rated the bibliotherapy manual as more
useful than those who had pure self-treatment (M[sd] = 4.91[0.44] vs. 3.78[1.68], t = 2.96,
df = 66, p < .05). Within the guided self-treatment group, those who had two appoint-
ments with a therapist rated the manual as more useful than those who had only one (M
[sd] = 5.62[0.77] vs. 4.38[1.56], t = 2.56, df = 24, p < .02)
With regard to the statements: “Meeting a therapist allowed me to understand some
topics I couldn't understand with bibliotherapy alone”, “The meeting was useful”, “The
meeting allowed to adjust the treatment to my personal situation” and “The meeting was
an important motivational support”, participants gave mean scores of 3.97 (sd = 1.56),
4.52 (1.59), 3.59 (1.59) and 4.13 (1.72), respectively, which corresponded to a rating of
“moderately true”.
Among these statements and the four WAI scores, only ratings of the usefulness of the
meeting appeared to be significantly associated (p < .05) with ratings of the usefulness of
the bibliotherapy manual (r = 0.54).
Discussion
Treatment effects
The magnitude of the changes observed in the pure self-treatment condition was compa-
rable to that previously reported by Kempeneers et al. (2012) using the same bibliotherapy
manual. Replicating similar outcomes, the present study thus corroborated the usefulness
this self-help approach for PE complaints.
Table 5. Influence of subtypes: repeated measures MANOVAs. No differences were found between life-
long, acquired and other forms of PE.
Dependent variables






Self-reported IELT, control, distress and
satisfaction
F (4,63) = 35.65 F (8,126) = 1.39 F (8,126) = 0.95
p < .001 ns ns
PEP indexes F (5,62) = 10.75 F (10,124) = 1.41 F (10,124) = 1.20
p < .001 ns ns
SIQ scales F (5,60) = 6.83 F (10,120) = 1.27 F (10,120) = 1.09
p < .001 ns ns
F: Fisher's test.
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MANOVA failed to establish a significant effect of supplementing the manual with
therapist support. However, it is difficult to conclude that the addition of brief guidance
to bibliotherapy did not provide any benefit whatsoever. Indeed, some observations sug-
gest the possibility that therapist support could modestly enhance the self-treatment out-
comes: improvement on a greater number of outcomes measures was found when the
manual was supplemented with brief therapist guidance. Participants in the assisted self-
treatment group also reported higher feelings of improvement and rated higher the useful-
ness of the bibliotherapy.
Furthermore, improvement on some measures appeared to be related to the number of
appointments with a study therapist. This suggests that the modest effect of therapist sup-
port might be partly attributable to the low level of therapist input, which was a maximum
of 90 minutes in this study. Further improvements might therefore be obtained if this
input was increased.
Another factor which may have reduced the benefit of therapist guidance was the lim-
ited professional experience of the therapists. The fact that over 90% of therapists were
female may also have had an impact, and one could speculate as to whether the outcomes
might have been different had the therapists been older and mostly male.
On the other hand, it should also be kept in mind that the treatment effects observed in
this study might have reached a ceiling level, and that supplementing bibliotherapy with
minimal or substantial therapist support might not greatly influence outcomes, just as
some authors had found it in the field of anxiety and mood disorders at least (Den Boer,
Wiersma, & Van de Bosch 2004; Farrand & Woodford, 2013). Further studies manipulat-
ing the extent of therapist input would be required to determine this matter.
It would be bold to suggest that 45–90 minutes of therapist contact could suffice to
establish an authentic therapeutic alliance. Nevertheless, the links found in this study
between the WAI scores and the indexes of improvement support the widespread idea
that the perceived quality of a helping relationship is a major correlate of therapeutic
change (Hill & Knox, 2009; Martin et al., 2000; Smith & Glass, 1977; Wampold, 2001).
With or without therapist support, this self-treatment led to similar outcomes in men
with all subtypes of PE. This finding was unexpected, given other authors’ proposals that
CBT would not be effective for treating ISSM lifelong PE, and that long-term use of sero-
tonergic agents would be the only viable treatment for men with this form of the disorder
(Althof et al., 2010; Porst 2012; Waldinger, 2007). We fully acknowledge, along with these
authors, that bio-constitutional factors play an important part in lifelong PE, favouring
very short IELT. However, we should also recognize the obvious plasticity of the biological
condition, which suggests that CBT can be an appropriate and effective intervention for
these men also. Finally, in terms of penetration duration, cultural norms and expectations
often appear to exceed the biological norms (Amidu, Owiredu, Dapare, & Anuamwine,
2015; Burri, Giuliano, McMahon, & Porst, 2014; Corty & Guardiani, 2008; Miller & Byers,
2004). As a result, legions of “biologically normal” men must learn how to control their
excitement in order to prolong penetration beyond their natural limit. And many manage
to do so, with or without the help of a sex therapist. The process may be similar for men
with lifelong PEs, for men who present a priori very short penetration times. It could be
more difficult for these men to learn new behaviours, but not impossible.
Improvements were reported on almost all measures of sexual functioning, in both
pure and guided self-treatment groups. However, the improvements on measures of
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sexual satisfaction were quite modest, but this is not surprising, given that overall sexual
satisfaction is likely to depend on several factors in addition to PE, unlike measures such
as “feeling of control upon ejaculation” or “PE-related distress”. This assumption is sup-
ported by reports from two experts committees, suggesting that sexual satisfaction is a
poor marker for PE (McMahon et al., 2008; Serefoglu et al., 2014).
The analyses conducted did not identify many significant predictors of treatment
outcome. Some participants endorsing less dysfunctional sexual beliefs, and specifically
fewer beliefs impairing sexual communication, tended to report better improvement
post-treatment. Neither educational level nor PE subtype predicted differences in
treatment outcome. This finding is not consistent with previous research suggesting
that bibliotherapy tends to be more effective for situational than for ISSM lifelong PE
(Kempeneers et al., 2012). Rather, in agreement with Jannini and Lenzi's views (2013),
it challenges the idea that algorithms could be developed to match subtypes of PE to
specific interventions.
As in the study by Kempeneers et al. (2012), improvements in sexual functioning were
accompanied by changes in sexual cognitions, supporting the idea that a significant com-
ponent of the treatment involved cognitive change. Very little is known about cognitive
risk factors in PE. This topic could be of interest for future research. For example, sexual
communication skills measured at baseline in this study predicted higher self-reported
change at post-treatment among men who used the pure self-treatment. Might this sug-
gest that dysfunctional cognitions around sexual communication are an important com-
ponent of PE problems and need to be addressed in sex therapy?
Limitations of the present study
As participants in this study may not be a representative sample of the population of men
with PE, the findings should be interpreted with caution. For example, participants’ edu-
cational level was rather high compared to the general population, possibly as a result of
recruitment process, which necessitated exposure to specific media, as well as the ability
and willingness to use a bibliotherapy intervention.
A small number of participants, especially in the acquired PE group, suggest that the
finding of no differences across subtypes of PE should be interpreted with caution.
Finally, only 52.59% of participants completed the protocol. It is of course impossible
to know exactly why some participants did not complete the post-treatment question-
naire, and very little is known about attrition in Internet-based studies. Nevertheless, one
cannot rule out the possibility that lack of benefit from the treatment might have contrib-
uted to the drop-out rate, and that the treatment effect sizes might be somewhat inflated
by the higher level of motivation of remaining participants.
Conclusions
The results from the study support the hypothesis that cognitive-behaviour self-treatment
is an effective intervention for PE.
It cannot be regarded as certain that additional therapist support could lead to
enhanced treatment effects, since the benefits of guided self-help compared to pure self-
help were found to be non-significant or only modest. Nevertheless, the weakness of an
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additional guidance benefit might be due to the minimal amount of therapist support
offered. In this case, outcomes might well be improved simply by increasing the amount
of therapist input. On the other hand, there may well be a ceiling effect for therapist sup-
port, similar to that found in some studies of bibliotherapy for mood and anxiety
disorders.
Improvements in sexual functioning were associated with changes in sexual cognitions,
suggesting that these play a key role in PE and its treatment.
Improvements were found for all types of PE, suggesting that the cognitive and behav-
ioural factors targeted in this intervention play a role across various forms of the disorder.
Note
1. The protocol was approved by the Ethics Committee of the Faculty of Psychology of the Uni-
versity of Liege (Belgium) on 11 July 2012.
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